Context: Routine inpatient electroencephalography (EEG) is commonly used as a diagnostic and therapeutic decision-making tool in the care of patients with a wide spectrum of conditions. Previous investigations on EEG use have focused on current guidelines or specific clinical presentations. Results: A total of 200 medical records were reviewed; 110 (55%) were for male patients and 90 (45%) were for female patients, with a mean (range) age of 60 (18-96) years. The most common pre-EEG diagnoses were altered mental status (52 [26%]) and seizure (48 [24%]). Of all EEGs, 115 (57.5%) had findings that were normal, 83 (41.5%) had findings that were abnormal, and 2 (1%) had findings that were uninterpretable. No EEGs had findings that resulted in a change in diagnosis or management, 8 EEGs (4%) had findings that supported clinical decision making and resulted in no change in diagnosis or management, and 192 EEGs (96%) had findings that did not contribute to diagnosis or management.
vious neurologic diagnoses, (2) pre-EEG and discharge diagnoses, (3) management in the ED and during the patient's hospital stay, (4) day of hospital stay when EEG was performed, and (5) findings of EEGs (normal, abnormal, or uninterpretable). Information regarding diagnoses and management was used to assess changes in clinical decision making before and after EEG.
To reduce intraobserver variability, each medical record was reviewed by 2 of 3 independent investigators (L.A.H., M.C., and E.J.). Records that prompted con- 
Results
A total of 246 medical records were reviewed. Forty-six records met the study's exclusion criteria: 39 records were incomplete or not available for review, 3 had EEGs that were used to assess brain death, 3 had only 24-hour EEG monitoring, and 1 had conflicting interpretations.
No records had video EEGs, ambulatory EEGs, or EEGs performed in the ED. Of the 200 records included in study analyses, 110 (55%) were for male patients and 90 (45%) were for female patients, with a mean age (range) of 60 10, 11 ; (2) relevance of EEG use in specific clinical presentations (ie, syncope or epilepsy) 12, 13 ; and (3) effectiveness of having neurologists screen nonspecialist EEG referrals before approval. 6 In the present study, we assess the effect of inpatient EEG in the diagnosis and management of disease in adult patients in the community hospital setting.
Methods
Electronic medical records for adult inpatients (ie, aged Records were excluded when they were incomplete or not available for review, when EEGs were used to assess brain death, when only 24-hour EEG monitoring was performed, and when conflicting interpretations existed. Records with video EEGs, ambulatory EEGs, and
EEGs performed in the ED were also excluded.
Medical records were evaluated to obtain (1) The clinical presentation and course of the 8 patients whose EEG findings were supportive of clinical decision making but did not alter diagnosis or management (group 2) are described in Table 3 .
Comment
A limitation of the present retrospective study was that it was confined to a single institution and therefore had a limited number of medical records available for analysis.
In addition, although we made every effort to understand in detail the working diagnosis (not simply the diagnosis written) and the intended management at the time of the EEG request, we were unable to determine with certainty whether undocumented communication occurred between the EEG interpreter and the care team that may have resulted in any changes in diagnosis or management. It is therefore possible that had this study been performed prospectively, greater benefit of EEG would suggests that most clinicians would either continue antiepileptic therapy for 3 to 6 months regardless of the EEG findings or never initiate treatment in the first place. [14] [15] [16] We were unable to find guidelines or studies to support the practice of withdrawing prophylactic antiepileptic medication soon after the injury in a patient with subdural hematoma on the basis of normal EEG results.
17
Our study had a higher frequency of abnormal EEGs than other comparable studies (41.5% vs 11% to 23%). 5, 12, 13 One possible explanation for this finding is that our study included all presenting diagnoses rather than a single indication for EEG. In addition, physicians may have ordered repeat EEGs for patients who previously had abnormal EEG findings. Despite the higher frequency of abnormal EEG results in our patient population, we still determined the EEG findings had minimal impact on clinical decision making.
Studies have shown EEG to be beneficial for certain conditions, including conditions with pathognomonic waveforms, [18] [19] [20] pediatric epilepsy, 7 and status epilepticus. 21 The findings of the present study suggest, however, that EEG findings may not make an appreciable contribution to clinical decision making, diagnosis, or 
